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ABSTRACT 
Home visitation programs are growing in popularity for a variety of social 
concerns including early childhood abuse and neglect. Healthy Families Arizona (HFAz) 
uses the home visitation format to deliver early-childhood development and parenting 
skills for at-risk parents with the goal of decreasing incidents of child abuse and neglect 
(Daro & Harding, 1999). Some research demonstrates that the strength of the worker’s 
alliance with parents can be significantly predictive of home visitation program 
completion and decreases in depression for participating mothers, but these findings have 
little replication (Girvin, DePanfilis, & Daining, 2007). It is important to have a clear 
understanding of worker-client alliance and how it affects maternal outcomes including 
program retention and completion so that those working with home visitation 
interventions can implement programs from an evidence-based perspective, thus 
increasing efficiency and efficacy of programs.  
This study hypothesizes a significant relationship exists between Working 
Alliance Inventory (WAI) scores and Healthy Families Parenting Inventory scores, and 
that WAI scores predict maternal outcomes from the HFPI. Bivariate correlation analysis 
determined a significant positive relationship exists between WAI scores and home 
visitation completion rates (r=0.320, p= .042), and found no other significant 
relationships. Regression analysis found WAI scores are predictive home visitation 
completion.
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 Home visitation programs are growing in popularity for a variety of social 
concerns including child abuse prevention, health maintenance education, and mental 
health treatment (Administration for Children & Families, 2013; Arizona Department of 
Child Safety, 2015; Hanks & Smith, 2002; Ammerman, Putnam, Altaye, Stevens, Teeters, 
& Ginkel, 2013; Council on Child and Adolescent Health, 1998; LeCroy & Krysik, 2011; 
Olds, 1992; Toops, 1998). Home visitation is an overarching term describing the method 
of delivery rather than the intervention itself. In the past decades, home visitation has 
been used increasingly in United States social service agencies as a service delivery 
method to help parents at-risk for childhood abuse behaviors. Analysis of home visitation 
programs with child and parent-focused interventions shows positive outcomes for 
mothers and children across a variety of studies (Sweet & Appelbaum, 2004; Supplee, 
Paulsell, & Avellar, 2012; Duggan, et al., 2004; Duggan, Caldera, Rodriguez, Burrell, 
Rohde, & Crowne, 2007; DuMont, Mitchell-Herzfeld, Greene, Lee, Lowenfels, & 
Rodriguez, 2008), providing the evidence necessary to justify an increase in home 
visitation interventions with a focus on prevention for this population. 
Healthy Families America (HFA) was developed as a way to make home 
visitation for at-risk parents widely available, with the primary goal of decreasing the 
incidence of child abuse and neglect (Daro & Harding, 1999). This program increases 
families’ access to quality services by recognizing the significant barriers that exist for 
families to receive neglect and abuse prevention services. HFA focuses on early-
childhood development and parenting skills with the key elements being service 
initiation, service content, and worker selection and training. 
  
  
2 
REVIEW OF RELEVANT LITERATURE 
Theoretical Base 
The HFA program is a family-oriented practice model that provides a voice in 
decision-making to family participants (Dunst, Boyd, Trivette, & Hamby, 2002). This 
model moves away from the classic professionally centered model derived from the 
traditional medical model of helping in which professionals are viewed as experts in their 
field of study and; therefore, have the tools to make the best decisions on behalf of the 
family. Family-oriented program models give significant agency to the individuals within 
the participating family viewing them as autonomous individuals with the right to 
culturally competent and collaborative interventions. Families are viewed as their own 
experts, and home visitor workers are educators and supports that allow the participants 
to develop tools to help with desired outcome success.  
Efforts have been made to examine why visitation works and what factors 
mediate and moderate its effectiveness. A bulk of the research focuses on what works in 
visitation with limited focus on why home visitation works as an intervention. It has been 
established that early intervention in the first three years of a child’s life is the ideal time 
to effect developmental outcomes over the lifespan of the child (Daro, Home visitation: 
Assessing progress, managing expectations, 2006). Using the theory of human 
attachment (Bowlby, 1969), ecological systems (Bronfenbrenner, 1979), and social 
learning (Bandura, 1977) home visitation is seen as model that will support parenting 
behavior, mental health, safety of home environment and childhood developmental 
outcomes through one on one peer mentorship and behavior modeling.  
Attachment theory 
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Attachment theory posits that parents need to attend to their child’s needs to 
create an enduring parent-child relationship (Bowlby, 1969). This parent-child 
relationship is fundamental to successful childhood development as it affects a variety of 
skills such as self-reliance, emotional regulation, and social competence (Sroufe, 2005). 
The home visitor functions as mentor and teacher to change parental expectations and 
attitudes on parenting and thereby strengthen the attachment between parent and child. 
Mentor support and parenting education may augment parental attitudes towards their 
infant and mitigate potential aggressive behavior, as research shows aggressive parental 
behavior is associated with infant temperament (Stacks, Oshio, Gerard, & Roe, 2009).  
Ecological systems theory 
HFA focuses its attention on both individual and community factors surrounding 
abuse and neglect of children (Daro & Harding, 1999). This system-based perspective 
draws on the work of Bronfenner’s Ecological Systems Theory by assuming that 
individuals interact closely with their environments and vice versa; therefore, in order to 
institute the most meaningful and sustainable change, interventions one must address the 
many interacting ecosystems of the participant (Bronfenbrenner, 1979). Thus, the HFA 
program focuses on providing high quality home visitation services to increase support 
and resources for families at risk of childhood abuse and neglect. The change resulting 
from this program expects both the individual and community aspects to work in tandem 
to produce measurable outcomes such as reduced child abuse rates and improved rates of 
maternal outcomes such as increased feelings of self efficacy, appropriate expectations 
for parenting, and decreases in reported feelings of depression.
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Figure 1. 
Bronfenner’s Ecological Systems Theory From the HFAz Perspective 
 
Figure 1 demonstrates the ecological systems theory structure wherein an individual 
necessarily interacts with several levels of systems. These systems also interact with the 
individual, implying that changes in one level will cause changes in the others. The HFAz 
program works on the exosystem level by connecting participants to social services and 
needed resources. The HFAz program also works on the mesosystem level, with home 
visitors interacting as educators and mentors to program participants. 
Macrosystem 
Exosystem 
Mesosystem 
Microsystem 
Individual 
•  Beliefs and Values 
•  Economic System 
•  Governmental System 
•  Social Service Agencies 
•  HFAz 
•  Extended Family 
•  School/Work 
•  Neighborhood Community 
•  HFAz Home Visitor 
•  Immediate Family 
•  Religious Affiliation 
•  Close Friendships 
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Social learning theory 
The theoretical conceptualization of social learning theory asserts that behavior is 
a learned process from arising from direct instruction and observation of the environment 
(Bandura, 1977). Therefore learned behaviors come from referencing the surrounding 
community. This theory relies on four components in order for behavior to be learned and 
possibly modeled: attention, retention, reproduction, and motivation. In the Healthy 
Families’ program the home visitor becomes a model of appropriate parenting behaviors 
for the parent and child. 
 Key Outcomes in Home Visitation Programs 
There has been extensive research of the U.S. Healthy Family programs, 
examining a range of outcomes. A 2013 review of HFA home visiting evidence of 
effectiveness by the Department of Health and Human Services found favorable primary 
outcome effects for the Healthy Families America program (Administration for Children 
& Families, 2013). Outcomes from home visitations vary from study to study, with some 
key outcomes identified regularly in a thorough review of the current literature. Initial 
findings from the recent randomized trial of Healthy Families Arizona focused on the 
following important outcome domains: punishment, parenting competence, support, 
maternal mental health, birth control use, and maternal educational/employment 
engagement (LeCroy & Krysik, 2011). The use of these domains to evaluate program 
impacts is useful for understanding the utility of research findings. 
Punishment 
Parent perception of appropriate and effective discipline can be closely linked to 
use of corporal punishment as research shows abusive parents employ corporal discipline 
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more frequently than non-abusive parents (Whipple & Richey, 1997). We can infer, 
therefore, that higher endorsement of behaviors and attitudes related to corporeal 
discipline may make a parent more at risk for engaging in abusive behaviors toward their 
child. Changes in attitudes and perceptions towards punishment in study participants, 
specifically the criterion directly related to corporeal discipline, are used as an indicator 
of likeliness to engage in abusive activities. Home visitation programs attempt to make 
changes in parental behaviors and attitudes to decrease the likelihood of engaging in 
abusive activities. 
Parenting competence 
Parent’s perceived efficacy of their parenting skills may directly impact their 
perception of their child’s behavior and their influence their satisfaction as a parent. A 
1989 study found a strong relationship between parenting satisfaction and parental 
reports of their child’s behavior problems (Johnston & Mash, 1989). Recent research 
found negative perceived parenting efficacy was a predictor of at-risk parenting behaviors 
(Sanders & Wooley, 2005).  Interventions such as the home-visitation program that 
involves teaching parenting skills to mothers are thought to mitigate negative self-
efficacy and increase parenting satisfaction, thus, improve parenting practices (Kohlhoff 
& Barnett, 2013).  
Support 
Social support is significantly related to feelings of parenting competence and 
may mediate depression in mothers (Angley, Divney, Magriples, & Kershaw, 2015). 
Evidence of feeling supported in parenting can manifest in several different ways such as 
reported feelings of being supported or reported enacting support ability to reach and use 
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community resources. McCurdy and Daro (2001) suggest that for interventions to be 
most effective, they must identify the individual support needs of each participant. 
Research shows family and peer support can mediate child abuse in at-risk families 
(Lamis, Wilson, King, & Kaslow, 2014; Crouch, Milner, & Thomsen, 2001).   
Mental health 
Maternal emotional well being has been linked to many other desired outcomes of 
home visitation interventions including use of corporal punishment and parenting self-
efficacy. Increased emotional well being has been found to be a significant outcome of 
parenting education programs (Lundahl, Nimer, & Parsons, 2006). Feelings associated 
with negative affect such as anger and stress decreased with parenting program 
participation. With increased emotional well being, parenting strategies were found to 
improve resulting in increased report of positive interactions with children and overall 
desirable parenting behaviors.  
Use of birth control 
Delaying the time between the first and second pregnancy has been shown to 
increase maternal health outcomes and child outcomes. Women with pregnancies with 
less than two years between them have an increased risk of having a low birth weight 
child and maternal death (Conde-Agudelo, Rosas-Bermudez, Castano, & Norton, 2012) 
There is also evidence to suggest a one year increase in spacing between births accounts 
for a 0.17 standard deviations increase in standardized academic test scores for the older 
child (Buckles & Munnich, 2012).  
Maternal educational/employment engagement 
Research shows that maternal education levels significantly correlate with 
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childhood outcomes such as language skills, academic achievement, and socialization. 
Recently, data show that the most significant improvements in outcomes are found in 
mothers with low levels of education who engage in additional education while they are 
parenting (Magnuson, Sexton, Davis-Kean, & Huston, 2009). Increases in children’s 
expressive and receptive language skills are significantly related to educational increases 
for mothers with initially low educational levels. In addition, academic skills in children 
of lower educational attainment mothers increase when those mothers engage in 
additional schooling themselves (Magnuson K. , 2007).  
Child abuse and income level are significantly and negatively related in single-
parent households (Berger, 2005). Using microeconomic theories developed around 
theories of child abuse, research has demonstrated that single parent families below 100% 
of the poverty line had an increased likelihood of between 11.7% and 14.2% of engaging 
in physical child abuse. Researchers suggest that the practice of increasing resources 
related to income, such as nutritional assistance and job training, is an important tool in 
mitigating childhood physical abuse. 
Factors Related to Home Visitation Program Outcomes 
Key factors have related to successful outcomes in a variety of home-visitation 
models (Council on Child and Adolescent Health, 1998; Toops, 1998; Azzi-Lessing L. , 
2013). Identifying these factors and the effect they have on outcomes may allow for 
better program implementation and focus.  
Focused family selection 
Families with a greater risk for poor outcomes may demonstrate the most positive 
response to home-visitation services (Olds, 1992). Programs have found more successful 
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outcomes when the selection of participants is narrow and well defined. Focused family 
selection does run the risk of stigmatizing the families most in need, although it 
maximizes the potential benefits (Council on Child and Adolescent Health, 1998). 
Recommendations from Olds (1992) suggest focusing on certain demographic 
characteristics or environmental factors, such as preterm infants, low-income families, 
and a history of substance abuse, will yield better maternal and child outcomes.  
Demographic characteristics 
Increasingly, demographic characteristics have been the focus of home-visitation 
outcome studies. Review of family demographics over the past decades links 
socioeconomic status and race to poor health outcomes and increased barriers to 
receiving needed services (Conger, Conger, & Martin, 2010). Parents with risk factors 
associated with low socioeconomic status such as substance abuse, low social support, 
and high stress, have been shown sustain participation in home visitation programs 
(Ammerman, et al., 2006). 
 Several studies have found Latina mothers are more likely to sustain involvement 
in a home-visitation program (Wagner, Spiker, Inman Linn, & Hernandez, 2003; Raikes, 
Green, Atwater, Kisker, Constantine, & Chazan-Cohen, 2006; McGuigan, Katzev, & 
Pratt, 2002; Daro, McCurdy, Falconnier, & Stojanovic, 2003).  Home visitation has also 
been found to lengthen the time between subsequent pregnancies in the Latina population 
of first time mothers (Yun, Chesnokova, Matone, Luan, & Localio, 2013). 
Appropriately timed interventions 
Research suggests that the timing of home visitation and other interventions may 
be vital to successful outcomes. For example, treating maternal depression before starting 
  
10 
the home visitation intervention may improve the likelihood of subsequent development 
of social support and community connections (Ammerman, Shenk, Teeters, Noll, Putnam, 
& Van Ginkel, 2011). Maternal experiences of depression and trauma may inhibit the 
development of maternal connections with children and disrupt the acquisition of 
important parenting skills. Attention to timing acknowledges that mothers may have 
experienced trauma that would potentially interfere with the effectiveness of the home 
visitation intervention and that addressing psychological barriers initially may improve 
program efficacy in the long term. In addition, beginning treatment for depression or 
trauma during pregnancy and continuing through the early childhood years, rather than 
waiting until after the child is born to begin, may maximize the benefits of the home 
visitation intervention (Council on Child and Adolescent Health, 1998).  
Parents’ experiences with the program 
How mothers experience a home visitation program may also have significant 
effects on its efficacy (Council on Child and Adolescent Health, 1998). Factors such as 
prompt referrals, smooth transitions between various aspects of program, ease of 
scheduling, and stable regular visits all contributes to program efficacy. Parental 
perception of program worthiness may directly impact the time and importance they give 
to program participation, thus mediating engagement and sustainability. In addition, 
parent perception of the home visitor relationship may be key to addressing harmful 
parenting behaviors, as mothers reporting positive relationships with their home visitor 
report more satisfaction with the home visiting program and more trust and openness 
with the visitor (Krysik, LeCroy, & Ashford, 2008). 
Flexibility and specificity 
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Home visitation allows for flexibility of service that would not be available in 
most clinical settings, enabling dynamic shifts in services to be provided based on the 
family needs on the day of the home-visit (Chapman, Siegal, & Cross, 1990). Flexibility 
from a programmatic perspective allows for family-specific prescription of number, 
frequency, duration, and focus of home-visits (Azzi-Lessing, 2011). Incorporating the 
family’s needs and risks into intervention planning may lead to higher program retention 
and better long-term outcomes (Council on Child and Adolescent Health, 1998).  
Expanding program focus 
Expanding program focus from providing social support to including promotion 
of positive health and parenting behaviors may increase parenting competency outcomes 
(Council on Child and Adolescent Health, 1998). Widening the focus to a multi-domain 
perspective may capture more of a family’s needs and contribute to holistic growth and 
success of the intervention. This allows for the consideration of many outcomes, creating 
opportunities for identification of previously neglected outcomes from program 
participation.  
Actions to reduce family stress 
Strategies such as improving the participant family’s environments, both social 
and physical, may reduce family stress and increase the effectiveness of the home-visiting 
intervention (Olds, 1992). Modern social service agencies use the Ecological Systems 
Theory model in intervention planning. These agencies assume that an individual and 
family are inexorably connected to their environment and that a systems wide perspective 
in intervention planning for meaningful change to take place (Bronfenbrenner, 1979; 
Olds, Kitzman, Cole, & Robinson, 1997). Home visitation programs must work to 
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connect families with resources that provide assistance, such as financial and 
transportation assistance (Azzi-Lessing L. , 2013). Connecting families to services 
reduces outside stresses related to lacking resources to address basic needs that may 
interfere with the efficacy of the home-visitation interventions and contribute to 
successful outcomes.   
Attachment style 
The quality of mother-child interaction has been linked to the likelihood of 
childhood abuse and neglect when mothers have been victims of violence themselves, in 
that a lower quality of interaction and attachment is predictive of abuse (Rodriguez, 
2006). Insecure attachment styles, in general, are related to abuse potential. Mothers who 
report low attachment to their fetuses are more likely to engage in fetal abuse-type 
behaviors including self-reported intention to harm the fetus (Pollock & Percy, 1999).  
Review of current research finds young mothers and low-income mothers are at particular 
risk of low attachment, placing them more at risk of abuse (De Falco, Emer, Martini, 
Rigo, Pruner, & Venuti, 2014). 
Intimate Partner violence (IPV) 
Decades of research have established a strong relationship between the rates of 
intimate partner violence and incidences child abuse and neglect (Osofsky, 2003; Ross, 
1996; Edleson, 1999). The co-occurrence rate of IPV and child abuse has been estimated 
at around 8.5% of the U.S. population (Zolotor, Theodore, Coyne-Beasley, & Runyan, 
2007). Recognizing IPV is linked to child abuse and neglect, its presence may moderate 
the outcomes of any intervention. Practitioners recommend assessing for and treating as 
applicable both IPV and child maltreatment in cases where either factor has been 
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identified to mitigate possible effects of their presence on outcomes. 
Psychological resources and maternal depression 
The psychological resources of the mother including a sense of self efficacy, 
control, appraisal of strengths have mitigating influence on how a home visitor 
implements a program and, thus, on what outcomes are reached (Olds & Korfmacher, 
1998).  Depression in participating mothers has been identified as a significant moderator 
of successful outcomes in home-visitation interventions (Duggan, Berlin, Cassidy, 
Burrell, & Tandon, 2009). For some mothers with depression, these types of interventions 
provide opportunities to improve family functioning. Some of the literature describes 
greater improvements in outcomes for the mothers who endorsed significant depressive 
characteristics at baseline and for depressed mothers who report low rates of discomfort 
with assessments for trust and dependence (Love, 2002; Duggan, Berlin, Cassidy, Burrell, 
& Tandon, 2009). Another study found a significant direct relationship between 
depression and the likelihood of completing a childhood neglect prevention program 
(Girvin, DePanfilis, & Daining, 2007). The same study by Girvin et al. found a 
significant reduction in depressive symptoms in mothers at completion of the program. 
Some research suggests the presence of participant reported depression at assessment 
may be predictive of better outcomes for home-visitation programs when controlling for 
other known mediators, such as history of experiencing abuse as a child and reported use 
of alcohol when pregnant, though these findings have yet to be replicated (Smith & 
Moore, 2012).  
Educational and ethnic characteristics of home visitors 
The use of paraprofessionals as home visitors has grown as a subject of research 
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in recent decades. Current literature suggests that programs using paraprofessionals yield 
outcome effects comparable to those using professional counterparts for home visitation 
parenting education programs (Hiatt, Sampson, & Baird, 1997). These same effects are 
not observed for health-focused outcomes when comparing similar programs using 
trained nurses and paraprofessionals (Olds, et al., 2002). Home-visitation programs using 
paraprofessionals have demonstrated significant effects on childhood outcomes including 
improved prenatal care, increased positive use of resources, and improved interactions 
between mother and child (Chapman, Siegal, & Cross, 1990; Azzi-Lessing L. , 2013). 
Researchers note that to be effective, paraprofessionals need training, supervision, and 
professional development, and that with proper training they are likely to be as effective 
as professionals. Successful outcomes hinge on the paraprofessional’s ability to have 
appropriate boundaries with their clients and an empathetic and caring disposition.   
A review of home visitation programs reveals that home visitor paraprofessionals 
have education levels ranging from a high school diploma to a bachelor’s degree (Hanna 
Wasik & Roberts, 1994). Several studies recommend using masters-level clinicians to 
consult and supervise paraprofessional staff providing early childhood resources 
(Brennan, Bradley, Dallas Allen, & Perry, 2008). The use of highly trained professionals 
as consultants allows staff to increase their professional practice skills, develop a more 
refined ethical perspective, and improve their evidence-based skill level (Daro, McCurdy, 
Falconnier, & Stojanovic, 2003). Regular supervision with a qualified supervisor allows 
the paraprofessional home visitor to debrief and discuss specific case-by-case variables 
(Azzi-Lessing, 2011). This supervision provides training and guidance for areas that may 
not have fallen under the scope of the education of the paraprofessional.  Significant 
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ongoing training from more highly trained professionals must take place to ensure quality 
of care for recipients of home-visitation interventions (Harden, Denmark, & Saul, 2010). 
Programmatic structure and organization should complement and enhance the home 
visitor’s work.  Given the appropriate structure and supervision, the use of 
paraprofessionals in home visitation interventions appears to be a valid and effective tool 
for child abuse prevention activities. 
Some research suggests that pairing workers and clients with similar 
backgrounds, ethnicities, and genders may also contribute to positive outcomes and 
length of treatment (Daro, McCurdy, Falconnier, & Stojanovic, 2003; Guterman, Lee, & 
Little, 2002). However, other research on ethnicity matching in substance abuse treatment 
finds matching workers and clients has not been shown to have significant impacts 
(Maddux & Desmond, 1996). Some researchers speculate about the possibility of 
expectations being greater for members of their own ethnic group or over-identification 
taking place, thus compromising accuracy of assessment and program efficacy 
(Guterman, Lee, & Little, 2002; Sawrikar, 2013). Given the dearth of meaningful 
research in regards to demographic matching, further exploration of this practice is 
needed before any meaningful conclusions can be made. 
Engagement 
Engagement has been identified as a key factor in influencing home-visitation 
effectiveness (Booth, Palamaro Munsell, & Doyle, 2014). The construct of engagement 
contains within it factors of attendance, participation, and the somewhat ill defined 
concept of quality of participation. As home-visitation interventions can be a lengthy 
process, the likelihood of disengagement is substantial (Ammerman, et al., 2006). Current 
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literature suggests that families complete between 57% and 70% of their planned 
program elements in a treatment plan (Duggan, et al., 2000). A 2012 annual evaluation 
found the average length of time participating in the Healthy Families Arizona program 
was less than twelve months (LeCroy & Milligan Associates, Inc., 2012). 
Engaging with home visitation programs has been linked with client factors such 
as higher incomes, being the mother, being married, having a lack of mental health 
problems, and having more children (Josten, et al., 2002). Worker factors, such as higher 
conscientiousness and lower neuroticism, have been associated with increased client 
program completion. Often engagement falters early on in the process, with 
disengagement rates highest in the first month of services. Initially, participants may 
underestimate the time commitment or emotional commitment home-visitation requires. 
Conflicts of available time and inconsistent schedules may interfere with parent 
availability. Later in the program, participation may wane due to redundancy of service or 
a lack of alliance with worker. Attrition has been significantly linked to missing home 
visits and not being active in the home visits that did take place (Wagner, Spiker, Inman 
Linn, & Hernandez, 2003). Other factors may contribute to drop out, as one study finds 
attrition was more likely for clients dependent on a higher number of public resources 
(Josten, et al., 2002). 
Wagner et. al (2003) developed a model of engagement that defined five 
dimensions of familial engagement within a program. These dimensions describe 
characteristics typical of each type of engagement and provide an indicator of the level of 
engagement a parent or family may be at during any given time of program participation. 
Initial engagement, “Say Yes” indicates attraction by the parents to the program and 
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sufficient motivation to participation. Actual participation rates may vary, with the 
parents motivated enough to agree to participate in some way. “Be There” engagement 
indicates the participation level is high enough that home-visits are consistently adhered 
to. The “Be Involved” dimension characterizes active participation during the home-visit. 
This is in contrast to passive parent participation during the intervention, which reflected 
less engagement in this model. “Do the Homework” level work was indicated by parental 
attempts to use the skills learned during the home-visits and integrate them into daily 
functioning. This level of engagement often demonstrated positive changes in parenting 
in participants. The fifth dimension of engagement in this model, “Look for More,” 
indicated parents were not relying solely on the home-visitation intervention for skill 
building. These parents would actively reach out for other services such as parenting 
groups or community resources to increase parenting skills. Findings showed the “Look 
for More” level of engagement was least related to worker characteristics, suggesting 
parental characteristics had a significant impact on its occurrence.  
There is some evidence that families exposed to three or more different home 
visitors over the duration of their program have higher engagement with group-type 
activities (Gill, Greenberg, Moon, & Margraf, 2007). This may have implications for 
families needing additional services outside of the home-visitation paradigm, but this 
finding lacks replication and power. Additional research into these findings and their 
generalizability is necessary. In addition, recent study findings find differences in the 
models that supports client interest and program fidelity.  A 2012 study found that client 
interest in an intervention was higher in a continuous single regular visitor model but that 
program fidelity was better adhered to in a tandem model with multiple visitors (Brand & 
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Jungmann, 2012).  
While studies of attendance and participation can be designed with objective 
measures, quality of participation has been subjected to varying types of scrutiny 
(Garvey, Julion, Fogg, Kratovil, & Gross, 2006; O'Brien, McDonals, & Haines, 2013). 
These methods of assessing quality include semi-structured qualitative interviews with 
parent or program leader report and researcher observation of parent participation. The 
literature notes a lack of empirical evidence on the means of ensuring high quality 
participation as data gathered often reflects the quality of delivery rather than that of the 
participation (Bloomquist, Horowitz, August, Lee, Realmuto, & Klimes-Dougan, 2009). 
What has been assessed in terms of quality of participation often measures enthusiasm 
and involvement during any given session of the intervention (Gorman-Smith, Tolan, 
Henry, Leventhal, & Schoeny, 2002). A 2001 qualitative study found a direct relationship 
between the level of observed engagement of parents and the efficacy of the home visitor 
(Roggman, Boyce, Cook, & Jump, 2001). It was also observed that workers rated home 
visit quality higher when they perceived greater family improvement; and that the quality 
of worker-client relationship was affected by those visitor perceptions of improvement of 
family functioning.  
Client alliance with worker 
Research shows the integrity of the client-worker relationship has significant 
impact on maternal outcomes and is a predictor of positive child welfare outcomes (Lee 
& Ayon, 2004). Research examining the quality of therapeutic relationships finds the 
relationship significantly impacts program outcomes regardless of intervention method 
used (Norcross, 2002).  Components of a successful therapeutic alliance include empathy, 
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goal consensus, and collaboration between client and worker.  
Building an alliance between a family and their worker may be even more 
challenging than with a dyad. A successful family-worker alliance depends on a family 
engaging in the process and connecting emotionally with their worker while also feeling 
a shared sense of purpose and family goals (Friedlander, et al., 2006). The individual 
family members must also feel their program participation is safe for them emotionally. 
These client-worker relationships are directly related to with client engagement in the 
program. From the home-visitation perspective, working alliance can be linked to key 
factors such as: client/worker goal agreement, affective quality of relationship, developed 
trust between parties, clarity and acceptance of responsibility, and overall strength of 
bond built (Brookes, Summers, Thornburg, Ispa, & Lane, 2006).  
The development and maintenance of a secure working alliance between mother 
and worker has been the subject of a variety of research. Factors such as mutual 
involvement by mother and worker in advocacy on behalf of the participating family 
encourage alliance development (Tempel, 2009). Such involvement in case advocacy 
allows the worker to provide social and emotional support to their client while also 
providing them with education and practical tools for navigating the social service 
system.  Increased feelings of efficacy using the resource system may empower parents to 
feel more comfortable using resources available to them and their child. The family 
oriented participatory model of this intervention is positively related to participants’ 
report of finding their worker helpful, thus increasing the likelihood of developing a 
secure worker alliance (Dunst, Boyd, Trivette, & Hamby, 2002).  
Parents value workers who display impartiality in their interactions (i.e., do not 
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immediately take the agency perspective in interactions) and take the family’s reported 
needs seriously (Platt, 2008). Also important to building a strong alliance is how much a 
worker experiences empathy, warmth, strong listening skills, and honesty from the 
worker. Conflicting personalities between the worker and client may interfere in the 
establishment of meaningful worker-parent connections (Ammerman, et al., 2006). 
The findings from research on home visitation as an intervention for childhood 
abuse and neglect are extensive and, at times, contradictory. Worker-client alliance 
appears to be a key component of home visitation interventions as without active client 
participation program efforts are unlikely to be successful though there is little research 
linking worker-client alliance to more successful outcomes or program completion.  
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PURPOSE OF THE RESEARCH 
The purpose of this study is to examine the relationship between worker-client 
alliance and maternal program outcomes. Research shows us that higher scores on a 
worker-client alliance measure are significantly predictive of home visitation program 
completion and decreases in depression for participating mothers (Girvin, DePanfilis, & 
Daining, 2007).  Further examination of the relationship of worker-client alliance to 
maternal outcomes will guide programmatic implementation and improve the knowledge 
base of the home visitation program interventions for childhood abuse and neglect. As 
seen in Table 1., this research uses research questions to explore if relationships exist 
between mothers’ Working Alliance Inventory (WAI) scores and the Healthy Families 
Parenting Inventory outcomes: home visitation completion rate, home visits completed at 
6 and 12 month time point, repeat pregnancy, use of birth control, depression, social 
support, problem solving, feelings of parenting efficacy, parent/child interaction behavior, 
personal care, ability to mobilize resources, role satisfaction, home environment, and 
Healthy Families Parenting Inventory total score. 
Table 1. 
Research questions for study 
Research 
Questions 
 
 
 
1. Is there a relationship between the WAI score and the maternal 
outcomes on the HFPI? 
2. Does the WAI score predict program retention and completion? 
3. Does the WAI score predict maternal outcomes on the HFPI? 
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METHODS 
The data for this study was taken from the data set of the larger Healthy Families 
Arizona rigorous controlled trial taking place from 2010-2015 in Arizona. This methods 
section will describe the data source, subject assignment, and data collection used in 
gathering the data set used in this research. It will then describe metrics used to measure 
each studied outcome, and review their validity and reliability. Finally, the statistical 
analysis procedure will be described. 
Healthy Families Arizona Statewide System: Program Description 
The Healthy Families Arizona (HFAz) model draws directly from the accredited 
HFA home visitation structure. Implemented in Arizona in 1991, the program currently 
serves as parenting education program working to prevent child abuse and neglect 
through regular voluntary home visits from a child’s birth through their first five years of 
life (Arizona Department of Child Safety, 2015). Program participants are voluntarily 
enrolled after a screening process using defined program criteria evaluating factors such 
as resource use, family structure, and age of mother.  
Subjects 
Prior to beginning this research, approval was sought by the Arizona State 
University Institutional Review Board (IRB). The IRB approved the research as an 
exempt project, as no direct data interaction with human subjects would take place. The 
HFAz participant population purposefully sampled through a screening process involving 
assessing a family’s risk for child abuse and neglect. The communities targeted for 
participation were ones with preexisting high rates of childhood neglect, child abuse, and 
systemic poverty (Krysik & LeCroy, The evaluation of healthy families Arizona, 2007) 
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Sampling Procedure 
Participants were identified to enter the HFAz study by local hospitals, using the 
Kempe Family Stress Checklist screening process that identified present risk factors 
(LeCroy & Milligan Associates, Inc., 2012). This screen uses a semi-structured interview 
vector to identify a parent’s potential for stress, violence, and inappropriate parenting 
expectations among other factors. They were provided information on the study and 
given the opportunity to consent to a randomized assignment to a treatment or control 
group. The randomization process was performed by randomized number assignment, 
and group assignment was blinded to those individuals performing the assessment data 
collection. 
Sample size and power 
The data set used for this research was collected from 245 randomly assigned 
participants in the treatment portion of the randomized control trial. The original study 
sample, randomized at baseline, contained 147 control and 98 experimental participants.  
At the twelve-month time point, 69 participants completed the WAI data. Given this 
small sample size, these findings can be considered underpowered.  
Demographic Factors 
Information was collected from the participating mothers from baseline and 12-
month questionnaires. These questionnaires contain a variety of questions relating to 
ethnicity, education, birth control uses, pregnancy status, and number of children the 
mother had before enrollment in the study. Participants were asked to choose from a 
variety of choices, or in some cases provide an “other” response as applicable.  
Table 2 provides the demographic descriptive statistics of the sample of mothers. 
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This study population was 78.1% Hispanic, with an average age of mother at 27.51. The 
average number of previous children, prior to the birth of the current child prompting 
program entry, was .95.   
 
Table 2. 
Demographic characteristics of mothers in study 
 n Mean (S.D.) % 
Hispanic ethnicity 64  78.1% 
Mothers age at 12-months 64 27.51(6.78)  
Has HS / GED    
Number of children prior to current child 
at baseline 
92 .95 (1.90)  
 
Risk Factors in Participant Population 
 Information on potential risk factors for child abuse and neglect was collected at 
baseline. Table 3 reports key baseline population risk factors for neglect or abuse such as 
alcohol during pregnancy (4.3%) and past history of childhood neglect, emotional or 
sexual abuse (82.61%). The population also reports an average Center for Epidemiologic 
Studies Depression Scale (CES-D) score of 33.95. The general clinical cutoff score for 
risk of clinical depression for the CES-D is considered 16, placing the population (M = 
33.95, n=92) at risk of clinical depression (Lewinsohn, Seeley, Roberts, & Allen, 1997; 
Radloff, 1977). 
 
 
 
 
Table 3. 
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Population statistics of risk factors for child abuse and neglect 
 
n Mean (S.D.) % 
CES-D score at baseline 92 33.95 (9.19)  
Reports history of childhood abuse 76  82.61 
Reports using alcohol during pregnancy 4  4.30 
 
Survey Measures 
The Working Alliance Inventory client version and Healthy Families Parenting 
Inventory were administered to participating mothers at the 12-month assessment.  
Working Alliance Inventory (WAI) 
The Working Alliance Inventory, developed by Horvath and Greenberg (1989), 
has been widely used for more than two decades to assess the strength and quality of 
alliances between workers and their clients, per client report. Originally a 36-item 
inventory, the shorter 12-item version has shown the same validity of the original metric 
(Horvath & Greenberg, 1989). The WAI-SR has been shown to demonstrate a high level 
of reliability and variety with a variety of populations. 
Healthy Families Parenting Inventory (HFPI) 
The Healthy Families Parenting Inventory (HFPI) is a 63-item metric designed to 
measure outcomes specifically related to the Healthy Families program model (Krysik & 
LeCroy, Development and initial validation of an outcome measure for home visitation: 
The Healthy Families Parenting Inventory, 2012). The psychometric has been shown to 
be appropriately sensitive to change and reliable as a measure of nine domains: social 
support, problem solving, depression, personal care, mobilizing resources, commitment 
to parental role, parent/child behavior, home environment, and parenting efficacy.  
The concept of social support examines how much a mother perceives having an 
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external support system for her emotional needs. A sample item includes, “I discuss my 
feelings with someone.” Problem solving studies a mother’s ability to experience 
challenges and create solutions. A sample item includes, “When I am faced with a 
problem, I can think of several solutions.” The depression criteria include items 
measuring depressive symptoms such as dysphoria, unhappiness, and feelings of 
hopelessness. A sample item includes, “I feel unhappy about everything.” Personal care 
examines items related to how well a mother ensures she lives healthfully. A sample item 
includes, “I get enough sleep.” The concept of mobilizing resources explores the 
mother’s ability to seek out and use community resources. A sample item includes, “can 
get help from the community if I need it.” The criterion of role satisfaction looks at how 
satisfied the mother feels in the parental role. A sample item includes, “I feel trapped by 
all the things I have to do for my child.” Parent/child interaction criteria examine the 
interactional behaviors between the parent and the child. A sample item includes, “I can 
be patient with my child.” The concept of home environment examines how safe, 
supported, and developmentally supportive a home may be for a child. A sample item 
includes, “My child has a schedule for eating and sleeping in my home.” Parenting 
efficacy examines how the parents perceive themselves in that parenting role. A sample 
item includes, “I feel I’m doing an excellent job as a parent.” 
The Healthy Families study also collected information related to if the mother was 
currently pregnant, using birth control, and currently employed. This information was 
collected by mothers’ self report in the survey assessment distributed at the 12-month 
time point. 
Research Design 
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Initially analysis was conducted to look for relationships between WAI scores and 
maternal outcomes. Further analysis examined whether, WAI scores are predictive of 
maternal outcomes. All statistical analysis was performed using SPSS 22 (Statistical 
Package for Social Sciences). Descriptive statistics were utilized to describe the data set. 
The statistics used for analysis were Pearson correlations and multiple regression 
analysis. 
Reliability 
Reliability tests were run on all metric data using Cronbach’s alpha as an indicator 
of internal consistency (Connelly, 2011).  It was important to ensure data collected from 
metrics is reliable to allow for meaningful interpretation of any findings. Cronbach’s 
alpha was calculated using an average of the correlation of all items within a scale. The 
correlation coefficient ranges from a value of 0 to a value of 1, with current literature 
finding a Cronbach’s alpha of greater or equal to 0.70 demonstrating an internally reliable 
scale. Reliability analysis on the study data set found the Working Alliance Inventory 
yielded an alpha of .889. The Healthy Families Parenting Inventory total reliability 
yielded an alpha of .950; Table 4 demonstrates the subscale alpha scores (Krysik & 
LeCroy, 2012). 
 
 
 
 
 
Table 4. 
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Reliability alphas for HFPI subscales 
HFPI subscale Cronbach’s 
alpha 
Social support .84 
Problem solving .92 
Mobilizing resources .86 
Depression .79 
Parenting efficacy .87 
Parent/child interaction behavior .77 
Role satisfaction .76 
Home environment    .76 
Personal care .76 
Note: A Cronbach’s alpha of greater or equal to 0.70 demonstrates an internally reliable scale.  
  
 
Level of significance 
This research conducted statistical tests at the 0.05 alpha levels to decrease the 
probability of rejecting the null hypothesis, thus committing a Type I error. Setting the 
level of significance at 0.05 allows for the conclusions of findings to be confidently 
theorized with minimal possibility of false inference (Dryer, 1997).  
Missing data 
Missing data presents a challenge to data analysis. Using the most common 
method of list-wise removal, wherein missing data is ignored, decreases the effect size of 
any statistically significant findings. The multiple imputation method is currently 
recognized as best practice for research, with both using information from the data set to 
predict the missing values (Saunders, Morrow-Howell, Spitznagel, Dore, Proctor, & 
Pescarino, 2006; Baraldi & Enders, 2010). However, with such a small sample size, using 
multiple imputation runs the risk of pulling statistics towards the predicted mean, and 
thus diminishing effect of the data further away from the average which may be 
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meaningful (Hardt, Herke, Brian, & Laucach, 2013).  Given this concern, the statistics 
were run using list-wise removal with the understanding that it may decrease any effect 
sizes of statistically significant findings.  
Pearson’s Correlation Coefficient 
Pearson’s Correlation Coefficient, or Pearson’s r, is a measure of the covariance of 
variables that have been standardized using a calculation with the mean and standard 
deviation. The correlation looks for the strength of relationships between variables, with a 
-1 Pearson’s r indicating a perfect negative linear relationship and a +1 Pearson’s r 
indicating a perfect positive linear relationship between variables. A value closer to 0 than 
-1 or +1 indicates little to no relationship between variables. Examining correlation 
coefficients between variables before predictive analysis allows for a more efficient and 
effective selection of outcome variables to study, as variables with no relationship may be 
omitted from later analysis.  
Linear regression analysis 
Linear regression analysis was used as the primary tool in analyzing this data due 
to its ability to describe the predictability of independent variables, that is describe the 
predictive relationship between a variable and an outcome. This method looks at the 
linear relationship between a variety of predictors and a dependent variable, and 
estimates the value of the dependent variable in interaction with any given prediction 
(Mason & Perreault, 1991). The defined dependent variables in this research are the 
maternal outcomes being examined: home visitation completion rate, home visits 
completed at 6 and 12 month time point, repeat pregnancy, use of birth control, 
depression, social support, problem solving, feelings of parenting efficacy, parent/child 
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interaction behavior, personal care, ability to mobilize resources, role satisfaction, home 
environment, and Healthy Families Parenting Inventory total score. 
Effect size 
Effect size is always an important element of analysis as it gives increased 
meaning to significant findings, by describing the magnitude of the effect of the 
significant relationship between variables. For this study, effect size was analyzed using 
the standardized R2 value from linear regression analysis. This value reports the amount 
of variance in the model that can be explained by the linear relationship between WAI 
scores and the specific maternal outcome variable (Kraemer, 2003). R2 values fall 
between 0% and 100%, with 0% explaining none of the variability in the dependent 
variable explained around its mean and 100% explaining all the variability of the 
dependent variable around its mean. 
Outliers in data 
Best practices recommend a specific procedure for finding and interacting with 
outlier data (Aguinis, Gottfredson, & Joo, 2013). Initially potential outliers were 
identified using scatter plots to visualize followed by percentage analysis to confirm their 
presence. Outliers reviewed and determined to be errors were either corrected through 
review of the data collected on hard copy or reported and removed as an error. Outliers 
that are reviewed and deemed to be interesting outliers, rather than errors, were examined 
quantitatively and qualitatively for better understanding of their presence and meaning. 
  31 
RESULTS 
This section will present the results of the analysis examining relationships 
between worker alliance scores and parenting outcomes.  
Response Descriptive Statistics 
Table 5 shows the descriptive statistics of the examined parenting outcomes 
metrics and WAI. The number of respondents for the WAI at the 12-month study time 
point was 68. Reported WAI total scores ranged from 1 to 84 with a mean of 75.812 and a 
standard deviation of 12.795. The Healthy Families Parenting Inventory individual 
outcomes at the 12-month study time point ranged from 50 to 55 respondents, with the 
Healthy Families Parenting Inventory total score having an n = 50. There was a 
considerable amount of missing data in the set, ranging from 16.8% (Number of home 
visits at 6 and 12 months) to 55.40% (using birth control).
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Table 5. 
Summary of outcome metric descriptive data 
 N Mean 
Std. 
Deviation 
Currently pregnant 62 1.952 .2163 
Using birth control 45 1.289 .4584 
Currently employed 61 1.705 .4599 
Home visit completion rate 57 64.012 24.350 
Number of home visits at 6 months 84 13.298 6.362 
Number of home visits at 12 months 84 23.560 13.747 
WAI total score 69 75.812 12.795 
Social support 55 21.18 3.849 
Problem solving 54 25.11 3.785 
Depression 52 40.94 4.430 
Personal care 54 19.15 3.526 
Mobilizing resources 55 25.02 4.802 
Role satisfaction 55 26.31 4.509 
Parent/child interaction behavior 54 46.00 3.797 
Home environment 53 43.51 4.388 
Efficacy 53 26.89 2.972 
HFPI total score 50 275.26 25.868 
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Relationships Between Worker-Parent Alliance and Maternal Outcomes 
Correlation analysis was run between WAI total scores and the individual 
maternal outcomes. Table 6 shows only one relationship yielded a significant 
relationship. Home visit completion rate was weakly positively correlated with WAI total 
score (r=.320, p=.042). No other significant relationships were found.  
 
Table 6. 
Summary of correlations between WAI and Maternal outcomes 
 r sig 
Currently pregnant .056 .695 
Using birth control .093 .588 
Currently employed -.257 .072 
Number of home visits at 6 months -.104 .420 
Number of home visits at 12 months -.144 .263 
Home visit completion rate .320* .042 
Social support .030 .842 
Problem solving -.044 .768 
Depression .103 .502 
Personal care .150 .313 
Mobilizing resources .044 .766 
Role satisfaction -.40 .788 
Parent/child interaction behavior .051 .732 
Home environment .037 .807 
Parenting efficacy -.50 .739 
Total Healthy Families Parenting Inventory 
score 
.068 .663 
*p < .05, two tailed. **p < .01, two tailed. 
 
Worker-Parent Alliance Impacts on Maternal Outcomes 
To examine the effect of worker-parent alliance on program outcomes, I built 
regression models using WAI scores as the predictive independent variable and the 
examined parenting outcomes individually as the dependent variables. This model was 
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run on the data using list wise deletion to address missing data. 
For the data regressed using list wise deletion, a standardized Beta was yielded, 
allowing comparison of Betas despite the metrics using different measurement units. This 
standardized Beta also functions as a standardized effect size statistic for each significant 
finding. The adjusted R2 was used to adjust for the number of predictors in the model to 
reduce potential bias in the model. Table 7 shows the only statistically predictive 
relationship for WAI total score was the home visit completion rate (Beta=.320, p=.042). 
This Beta has an adjusted R2 of .079, indicating WAI total scores can explain 7.90% of 
variability in home visitation completion rates.  
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Table 7. 
Effects of WAI on HFPI parenting outcomes  
 
Outcome 
Standardized 
Beta 
Adjusted 
R2 t Sig. 
95% CI 
 
LL UL 
Using contraception 
.093 -.020 .547 .588 -.011 .020 
Pregnant at 12 months 
.056 -.017 .395 .695 -.006 .009 
Employed at 12 months 
-.257 .046 -1.840 .072 -.026 .001 
Social support 
.030 -.021 .201 .842 -.100 .122 
Problem solving 
-.044 -.020 -.297 .768 -.133 .099 
Depression 
.103 -.012 .677 .502 -.092 .185 
Personal care 
.150 .001 1.020 .313 -.055 .169 
Mobilizing resources 
.044 -.020 .300 .766 -.107 .145 
Role satisfaction 
-.040 -.020 -.270 .788 -.170 .130 
Parent/child interaction 
behavior .051 -.020 .344 .732 -.096 .136 
Home environment 
.037 -.021 .246 .807 -.124 .159 
Efficacy 
-.050 -.020 -.335 .739 -.106 .076 
HFPI total score 
.068 -.020 .439 .663 -.621 .966 
Number of home visits in 
first 6 months -.104 -.006 -.813 .420 -.220 .093 
Number of home visits in 
first 12 months -.144 .005 -1.131 .263 -.545 .151 
Home visit completion 
rate .320* .079 2.106 .042 .040 1.960 
Note. Standardized Betas reported to allow for inter-variable comparison; CI= confidence interval; 
LL=lower limit; UL= upper limit. 
*p < .05, two tailed. **p < .01, two tailed. 
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Figure 2. Linear regression model for home visitation completion rates and WAI total 
scores 
 
Figure 2. Model of home visitation completion rates (dependent variable) and WAI total 
scores (independent variable) using un-imputed data. Beta = .320, p = .042.
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DISCUSSION 
 This research found a significant positive correlation between WAI scores and 
home visit completion rates. When using list wide deletion to address missing data, 
analysis replicated earlier findings showing working alliance is predictive of completion 
rates for home visitation (Girvin, DePanfilis, & Daining, 2007). This suggests that 
stronger worker-client alliance contributes to higher completion rates of the Healthy 
Families program (see Table 6). However, due to small sample size, these findings are 
underpowered and run the risk of committing a type 1 error. Further linear regression 
analysis did not find a significant predictive relationship between WAI scores and any of 
the other maternal outcome variables studied.  
 It was surprising to that this research did not find any effects of working alliance 
on maternal outcomes given the large research base demonstrating the importance of 
therapeutic alliance on outcomes. It is important to consider the high average WAI score 
within the context of the 12-month assessment. At this point in the program 
implementation families are experiencing less frequent visits. The greater time between 
interactions with the home visitor may promote the reporting mother to increase her 
positive ratings of the worker simply because she has not had any negative interactions 
with her worker in recent memory. It may be the case that the WAI scores were 
artificially high due to the context of the 12-month assessment. 
 It may also be the case that a ceiling effect has occurred due to the high number of 
participants who reported WAI scores close to the upper limit of the scale. This restricted 
variance of responses may necessarily decrease sensitivity and hinder possible findings, 
as the ceiling effect would limit the statistical ability to determine any effects. 
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Examination at an earlier time-point when home visitations are more regular and there is 
increased contact with the home visitor may yield data with more variability and thus 
provide increased sensitivity to analysis. 
 When reviewing the findings, it is interesting to note the near significant 
relationship between working alliance and employment engagement. Were I to increase 
my level of significance to .1, an accepted practice in exploratory research, I would find 
WAI total scores were negatively related to mothers being currently employed. This 
makes sense when considering the time commitment of enrollment in HFAz would be 
less of a burden for a mother who was not employed. The increased availability would be 
conducive to increased time available to creating positive worker-client relationships.  
 It is interesting to also consider if a metric designed specifically for this program 
population, much like how the HFPI was conceived, would have merit. This may allow 
specificity in wording and query that provides added richness to the study of home 
visitor-mother dynamics.  It may be the case the generic WAI criteria are insufficient in 
measuring the complex relationships that develop between the parties involved in HFAz. 
Given the high reliability of the population-specific HFPI, a population specific metric 
designed for HFAz may be a productive step forward in home-visitation outcomes-
focused research. A theoretical metric could measure comfort, trust, and alliance with the 
home-visitor as well as draw in criteria designed to elucidate the concept of engagement 
that appears to be so critical to home-visitation success.  
Limitations of Research 
Attrition before the 12-month assessment left a small sample size for this study, 
leading to a lack of power in the findings. A recent systematic review of underpowered 
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studies found the type 1 error rate for small sample sizes at times was as high as 0.10 
(Schmidt, 2014). There is a possibility that the findings of this study are not reflective of 
the true effects of worker alliance on HFAz program outcomes. 
It is also important to consider the possible bias in this sample of self-reported 
data. First, I examined only the treatment participants for this research. Including the 
control group to increase sample size and introduce maternal outcome data that 
experienced no home visitor interactions may have allowed more robust research. 
Second, no analysis explored ethnicity though the majority of participants in this study 
were Hispanic. There may be cultural effects that impact this study’s findings that were 
missed by not including ethnicity in analysis. 
Recommendations for Future Research 
Adequately powered research will be vital to understanding the effects of home 
visitation programs on maternal outcomes, including the effect of worker-client alliances. 
Efforts should be made to replicate current studies, including this one. Examining 
worker-client alliances at earlier time point may also yield interesting and robust results, 
as there may be less sample attrition. Administering the WAI earlier in enrollment would 
build the capacity for fixed interval sampling of worker-client alliance rates throughout 
program enrollment. Sampling at various intervals in enrollment could provide increased 
understanding of worker-client alliance in home visitation. Particularly because home 
visitation begins on a weekly basis and then tapers off as the family makes progress on 
family goals. 
Studies to examine cultural effects on worker-client alliance in home visitation 
programs may also yield insight into this topic. Past research on ethnicity and home 
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visitation programs suggests moderating relationships may exist between ethnicity and 
maternal outcomes in this type of intervention. Research that directly examines ethnicity 
and worker-client alliance will be a useful addition to the growing body of home 
visitation program research. 
Attrition is a challenge for home visitation programs and longitudinal research 
alike. Additional exploration of the concept of engagement and how it interacts with 
worker-client alliance could provide new ways of exploring worker-client alliance. In 
addition, exploration worker-client alliance for the population that drops out of home 
visitation could provide a new perspective on the research. 
Application to Social Work Practice 
This research confirms there is a significant positive relationship between worker-
client alliance and home visitation completion rates, while also highlighting the need for 
continued study on the topic. These findings have practical utility for program 
implementation as it confirms the importance of the worker-client alliance on program 
completion. As the field of social work continues to develop its reliance on evidence-
based practice, social workers must consider the implications of findings like these on 
training and skill development for home visitors. Programs would likely benefit from 
increased focus during program enrollment on activities that develop worker-client 
alliance. Continuous activities and focus on sustaining the worker-client alliance may 
have implications for the construct of engagement as it continues to be refined and 
understood. 
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Healthy Families Parenting Inventory© 
 
Directions:  Please choose ONE answer that best fits 
for you and color in the circle.  £ 
 
Rarely 
or 
never 
 
M 
A little 
of the 
time 
 
N 
Some 
of the 
time 
 
O 
Good 
part of 
the time 
 
P 
Always 
or most 
of the 
time 
Q 
1. I feel supported by others. M N O P Q 
2. I feel that others care about me. M N O P Q 
3. I discuss my feelings with someone. M N O P Q 
4. If I have trouble, I feel there is always someone I can 
turn to for help. M N O P Q 
5. I have family or friends who I can turn to for help. M N O P Q 
6. I learn new ways of doing things from solving 
problems. M N O P Q 
7. I deal with setbacks without getting discouraged. M N O P Q 
8. When I have a problem, I take steps to solve it. M N O P Q 
9. When I am faced with a problem, I can think of 
several solutions. M N O P Q 
10. I am good at dealing with unexpected problems. M N O P Q 
11. I remain calm when new problems come up. M N O P Q 
12. I feel sad. M N O P Q 
13. I feel positive about myself. M N O P Q 
14. The future looks positive for me. M N O P Q 
15. I feel unhappy about everything. M N O P Q 
16. I feel hopeless about the future. M N O P Q 
17. There isn’t much happiness in my life. M N O P Q 
 
Rarely 
or 
never 
 
M 
A little 
of the 
time 
 
N 
Some of 
the time 
 
 
O 
Good 
part of 
the time 
 
P 
Always 
or most 
of the 
time 
Q 
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Directions:  Please choose ONE answer that best fits 
for you and color in the circle.  £ 
 
Rarely 
or 
never 
 
M 
A little 
of the 
time 
 
N 
Some 
of the 
time 
 
O 
Good 
part of 
the time 
 
P 
Always 
or most 
of the 
time 
Q 
18. I have so many problems I feel overwhelmed by 
them. M N O P Q 
19. It is hard for me to get in a good mood. M N O P Q 
20. My life is fulfilling and meaningful. M N O P Q 
21. I find ways to care for myself. M N O P Q 
22. I take care of my appearance.  M N O P Q 
23. I get enough sleep. M N O P Q 
24. I am a better parent because I take care of myself. M N O P Q 
25. I take time for myself. M N O P Q 
26. I know where to find resources for my family. M N O P Q 
27. I know where to find important medical information. M N O P Q 
28. I can get help from the community if I need it. M N O P Q 
29. I am comfortable in finding the help I need. M N O P Q 
30. I know community agencies I can go to for help. M N O P Q 
31. It is hard for me to ask for help from others. M N O P Q 
32. Because I’m a parent, I’ve had to give up much of 
my life. M N O P Q 
33. I feel trapped by all the things I have to do for my 
child. M N O P Q 
34. I feel drained dealing with my child. M N O P Q 
 
 
 
 
 
Rarely 
or 
never 
 
M 
A little 
of the 
time 
 
N 
Some of 
the time 
 
 
O 
Good 
part of 
the time 
 
P 
Always 
or most 
of the 
time 
Q 
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Directions:  Please choose ONE answer that best fits 
for you and color in the circle.  £ 
 
Rarely 
or 
never 
 
M 
A little 
of the 
time 
 
N 
Some 
of the 
time 
 
O 
Good 
part of 
the time 
 
P 
Always 
or most 
of the 
time 
Q 
35. There are times my child gets on my nerves. M N O P Q 
36. I feel controlled by all the things I have to do as a 
parent. M N O P Q 
37. I feel frustrated because my whole life seems to 
revolve around my child. M N O P Q 
38. I have a hard time managing my child. M N O P Q 
39. I can be patient with my child. M N O P Q 
40. I respond quickly to my child’s needs. M N O P Q 
41. I do activities that help my child grow and develop. M N O P Q 
42. When my child is upset, I’m not sure what to do. M N O P Q 
43. I use positive words to encourage my child. M N O P Q 
44. I can tell what my child wants. M N O P Q 
45. I am able to increase my child’s good behavior.  M N O P Q 
46. I can remain calm when my child is upset. M N O P Q 
47. I praise my child every day. M N O P Q 
48. My child has favorite things to comfort him/her.  M N O P Q 
49. I read to my child. M N O P Q 
50. I plan and do a variety of activities with my child 
every day. M N O P Q 
51. I have made my home exciting and fun for my child. M N O P Q 
52. I have organized my home for raising a child. M N O P Q 
 
Rarely 
or 
never 
 
M 
A little 
of the 
time 
 
N 
Some of 
the time 
 
 
O 
Good 
part of 
the time 
 
P 
Always 
or most 
of the 
time 
Q 
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Directions:  Please choose ONE answer that best fits 
for you and color in the circle.  £ 
 
Rarely 
or 
never 
 
M 
A little 
of the 
time 
 
N 
Some 
of the 
time 
 
O 
Good 
part of 
the time 
 
P 
Always 
or most 
of the 
time 
Q 
53. I check my home for safety. M N O P Q 
54. My child has a schedule for eating and sleeping in 
my home. M N O P Q 
55. I set limits for my child consistently. M N O P Q 
56. I make plans for our family to do things together. M N O P Q 
57. I set rules for behavior in my home. M N O P Q 
58. I feel I’m doing an excellent job as a parent. M N O P Q 
59. I am proud of myself as a parent. M N O P Q 
60. I am more effective than most parents. M N O P Q 
61. I have set goals about how I want to raise my child. M N O P Q 
62. I am a good example to other parents. M N O P Q 
63. I learn new parenting skills and use them with my 
child. M N O P Q 
 
Rarely 
or 
never 
 
M 
A little 
of the 
time 
 
N 
Some of 
the time 
 
 
O 
Good 
part of 
the time 
 
P 
Always 
or most 
of the 
time 
Q 
 
 
 
 
Thank you for completing this survey! 
 
 
 
 
 
